After about 20 million insertions of the laryngeal mask there have been relatively few reports of late complications of its use. A sore throat occurs in about 4 to 120/0 of cases' and injury to the uvula 2 , posterior pharyngeal walP and large tonsils 4 are described. Parotid gland swellingS and transient hypoglossal nerve palsy6 are rare and self-limiting complications. This is a case of epiplottitis presenting as stridor and severe desaturation 18 hours after surgery. This required urgent intubation and a two-day stay in Intensive Care. We believe that the epiglottitis in this patient was due to physical trauma to the epiglottis caused by the insertion, presence or removal of the laryngeal mask, although other causes cannot be completely excluded.
CASE REPORT
An 88-year-old man presented for insertion of Kirschner wires into a compound fracture of the first metatarsal. He suffered from mild dementia but was otherwise well. He was taking no medication and had no known allergies. Anaesthesia was induced with propofol and fentanyl and a laryngeal mask was inserted easily by an anesthetist experienced in the procedure, using the standard technique'. He had a clear airway and was allowed to breath spontaneously throughout the procedure on nitrous oxide, oxygen and isoflurane. A single dose of cephazolin Ig was given intravenously. After 50 minutes the laryngeal mask was removed without difficulty by the anaesthetist and no stridor or respiratory problems were noted in the recovery area.
The standard procedure in this hospital is for laryngeal masks to be washed with a mild disinfectant, thoroughly rinsed and then autoclaved. They are examined, have an inflation check and are then lubricated with a preservative-free, water-based jelly prior to use. No abnormality was noted in the laryngeal mask used in this patient.
Twelve hours after the laryngeal mask was removed, the patient became restless and confused with an inspiratory stridor. His oxygen saturation was 87% on air and his respiratory rate was 25 breaths per minute. The resident prescribed haloperidol 5 mg intramuscularly for sedation and started oxygen by facemask. Despite the inappropriate use of a respiratory depressant drug in a patient with respiratory obstruction and hypoxia, his breathing became quieter and his oxygen saturation improved to 97%. Six hours later the stridor was worse, the patient was stuporose and had an oxygen saturation of 82% on 15 litres per minute of oxygen by facemask. He was transferred to the operating theatre where his larynx was examined with a nasopharyngoscope by an ENT surgeon under local anaesthesia. A swollen epiglottis was obstructing his glottis on inspiration. The obstruction was partially relieved by lifting the epiglottis anteriorly with the tip of the fibreoptic scope. The remainder of the larynx and upper trachea was normal apart from mild erythema of the left arytenoid area.
Induction of anaesthesia was performed with 100% oxygen and halothane. On direct laryngoscopy a good view of the glottis was obtained and an 8 mm cuffed endotracheal tube was passed, without difficulty, into the trachea. The epiglottis and left supraglottis were swollen and oedematous and only mildly erythematous. The area was swabbed for microscopy and culture and cefotaxime was commenced. The patient was transferred to the Intensive Care Unit. After 24 hours fibreoptic laryngoscopy showed only partial resolution of the swelling and therefore a trial of dexamethasone was started. After a further 24 hours, examination showed improvement in the epiglottitis. The patient was extubated successfully and he had no stridor.
Two days after extubation the patient was symptomatically normal. He was examined again and on nasopharyngoscopy his epiglottic oedema had resolved but his epiglottis appeared to be sitting posteriorly and thus partially obscuring the laryngeal inlet. A lateral soft-tissue X-ray of the neck was taken. This was reviewed by a radiologist who reported that the epiglottis was posterior and IOW-hanging. The microbiological swabs and the blood cultures showed no growth.
Anaesthesia and Intensive Care, Vol. 23, No. 5, October 1995
DISCUSSION
Inflammation of the epiglottis is a rare but potentially lethal disease. The majority of cases are due to infection, largely with Haemophilus influenzae Epiglottitis has been observed following exposure to heat, caustic substances and secondary to allergic type reactions. 8.10. In this case epiglottitis developed within twelve hours of an anaesthetic for which a laryngeal mask was used. The likeliest cause for this was thought to be trauma related to the laryngeal mask. Other possible causes were infection, chemical irritation or a form of angiooedema. Bacterial infection was unlikely to be the cause as the supraglottic swab and blood cultures were negative, the laryngeal mask had been autoclaved and the epiglottis was only midly erythematous. Unfortunately the bacteriological samples were taken while the patient was taking antibiotics and so a partially treated infection may not have been detected. Viral epiglottitis is a possibility. Chemical contamination by the disinfectant is hard to exclude definitely. The mask was manually rinsed and autoclaved after disinfection but neither of these procedures is guaranteed to remove all traces of disinfectant. This is however the recommended way to prepare a laryngeal mask 7 • The lubricant was preservative-free and from a new single-use sachet. The very localized nature of the swelling within an otherwise normal larynx and pharynx also argues against a chemically induced inflammation. Angio-oedema secondary to cephazolin would not be expected to settle while the patient continued on another cephalosporin.
A lateral soft tissue radiograph of the neck obtained after resolution of symptoms showed a posteriorly placed epiglottis with an increased curvature. This raises the possibility that a previously abnormal epiglottis was more easily damaged because of its more prominent position, or that some damage to the epiglottis or the structures supporting it, caused by the laryngeal mask, led to the abnormality". In any case we cannot definitely determine the exact cause of the epiglottitis in this patient.
The remarkable success of the laryngeal mask is attributable to many factors. It is easy to insert, provides a clear and reliable airway, causes less stimulation to the larynx and frees the anaesthetist's Anaesthesia and Intensive Care, Vol. 23, No. 5, October 1995 hands from holding a facemask,,12. It is well known that the insertion of a laryngeal mask can cause downfolding of the epiglottis. This does not usually produce any clinically significant intraoperative airway obstruction'3. It has been shown that the standard insertion technique as described by Brain has the highest rate of success as judged by a clear airway and by a clear view of the glottis on fibreoptic inspection through the LMA'5. The ability to perform fibreoptic inspection of the position of the LMA is likely to be useful in cases of partial airway obstruction, where the cause can be determined and remedial action taken'6.
